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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 
STATEWASHINGTON 

6.b Optometrists'Services 

(1)Limited to 1refraction in a12-monthperiodunlessmedicallyindicated. 

6.d Other ServicesPractitioners' 

(1) 	 Psychologists 
Psychological evaluationperformed by a psychologist requires prior approval. 
Treatment by a psychologistis not provided. 

Respiratory and(2) therapists technicians. 
Services of certified respiratory therapists andrespiratorytechnicians in ahome 
or in a nursingfacility require medical consultant approval. 

(3) practitionerNurse clinics 
Agreements with nurse practitioner clinicson an individualized basis. 
Payment is at a fixed rate. Only limitation is in services theclinic is equippedto 
provide. 

(4) Denturists 
Practice in accordance with the limitations prescribedin state law. 

7. Home health care services 

a. 	 Intermittent or part-time nursing services provided bya home health agencyor by a 
registered nurse when no home health agency exists in the area. 

Applies to home health agency andto services provided by a registerednurse 
when no home health agency exists in the area. 

Approval required when periodof service exceedslimits established by the single 
state agency. 

Nursing care servicesare limited to: 

(A)Servicesthat are medicallynecessary; 

(B) Servicesthatcanbesafelyprovided in the home setting; 

(C)Twovisits per day(exceptforthe services listed below); 

(D) Threehigh-riskobstetricalvisitsperpregnancy;and 

(E) Infanthomephototherapythat was notinitiated in the hospital setting. 


Exceptions are made on a case-by-case basis. 


TN# 02-01 3 6003 Effective Date: 4/1/02' ' 
Supercedes 
TN# 95-16 
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health services7. Home care (continued) 

b. Home health care services provided by a home health agency. 

Home health aide servicesmust be: 
Intermittentpart(1) or time; 


(2) Ordered by aphysicianona plan of careestablished by the 

nurse or therapist; 

(3)Provided by aMedicare-certifiedhomehealthagency; 
(4)Limited to onemedicallynecessaryvisitperday;and 
(5) Supervised by the nurseortherapistbiweekly in the client’s 

home. 
(6) Exceptionsare made onacase-by-casebasis. 

c. Medical supplies, equipment and appliances suitable for use in the home. 

Medical supplies, equipment and appliances must be: 

(1) 
(2) 
(3) 

Approval TN#3 02-01 
Supercedes
TN# _________ 

Medicallynecessary; 
Ordered by thePhysician;and 
Intheplan of care. 
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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 
STATE: WASHINGTON 

health services7. Home care (continued) 

d. Physical therapy, occupational therapy, or speech pathology and audiology services 
provided by a home health agency or medical rehabilitation facility. 

Therapies are limitedto: 
(1) Clientswhoarenotabletoaccesstheircare in thecommunity;and 
(2)medically care.To necessary 
(3) Whenphysicaltherapyandoccupationaltherapyarebothmedically 

necessary during the same certification periodin order to meet the 
client’s physical or occupational therapy needs, the physician must 
document on the plan of care that the services are distinctly different and 
not duplicated. 

(4) Exceptionsaremadeonacase-by-casebasis. 

duty services8 .  Private nursing 

a. priorRequireapproval. 

b. Must be providedbyaregisterednurse or licensedpracticalnurse. 

C. Must be under the directionofaphysician. 

d.Limited to a non-institutionalsetting. 

TN# 02-013 Approval JUL 1 1 2003 Date: 4/1/02 

Supercedes $ 

TN# 95-16 
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STATE PLAN UNDER TITLEXIX OF THE SOCIAL SECURITY ACT 
STATE: WASHINGTON 

7. Home health services 

a. Intermittent or part-time nursing services provided by ahome health agency or by a 
registered nurse whenno home health agency existsin the area. 

(1) Applies to home health agency and to services provided by a registered nurse 
when no home health agency existsin the area. 

(2) 	 Approval required when period of service exceeds limits established by the single 
state agency. 

(3) 	 Nursingcareservicesarelimitedto: 
(A) Servicesthat are medically necessary; 
(B) Servicesthat can be safely provided in the home setting; 
(C)Twovisitsperday(exceptfortheservices listed below); 
(D) Three high-risk obstetricalvisitsperpregnancy;and 
(E)Infant home phototherapythatwasnotinitiated in thehospitalsetting. 

(4) Exceptions are made on acase-by-casebasis. 

b. Home health care services provided by a home health agency. 

Home health aide servicesmust be: 
Intermittent or part(1) time; 


(2) Orderedbyaphysician on aplanof care establishedbythe 

nurse or therapist; 

(3)Provided by aMedicare-certified home healthagency; 
(4)Limited to onemedicallynecessaryvisit per day; and 
(5) Supervised by thenurse or therapistbiweekly in theclient’s 

home. 
(6) Exceptionsaremadeonacase-by-casebasis. 

c. Medical supplies, equipment and appliances suitable foruse in the home. 

Medical supplies, equipment and appliancesmust be: 

(1) necessary;Medically 
(2)OrderedbythePhysician; and 
(3) In theplan of care. 

02-01 4/1/023Approval Date:& 1 1 E f f e c t i v e  Date: 
Supercedes 
TN# 92-1 9 b 
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 
STATE: WASHINGTON 

7. Home health services (continued) 

c. Medical supplies, equipment and appliances suitable for use in the home. 

All of thefollowing apply to durable medical equipment (DME) and related 

supplies, prosthetics, orthotics, medical supplies and related services suitable for 

use in the home: 


(1) Purchase of equipment and appliances and rental of durablemedical 

equipment require prior approval. 

(2) Must be billed separately under a DME provider number. 

(3) Are subject to the requirements in Washington Administrative Code. 

(4) Specific reusable and disposable medical supplies supplies, prosthetics, 


orthotics, and nondurable equipment which have set limitations, require 
prior approval (PA) to exceed those limitations. 

d. 	 Physical therapy, occupational therapy, or speech pathology and audiology 
services provided by ahome health agency or medical rehabilitation facility. 

(1) Provided by a Medicare-certified home health agency. A medical 
rehabilitation facility must subcontract with a Medicare-certified home 
health agency in order to provide services in the client’s home and bill for 
those services. 

(2) Limited to clients who cannot receive their medically necessary care in 
the community, and meet one of thefollowing: 

(A) Theclient has an acute care need, has notattained a satisfactory level 
of rehabilitation, and requires frequent intervention; or 

(B) The client is not medically stable. 

TN# 02-0 13 Approval Date.JUL 1 1 2003 Effective Date: 4/1/02 

Supercedes

TN# _ _ _ _ _ _  



